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Introduction 


New  York  State  Cultural  and  Linguistic 
Competence  Standards 


Cultural  and  Linguistic  Competence  was 
determined  to  be  a  critical  element  of  the 
Strategic  Plan.  The  Associate  Commissioner  for 
Planning.  Evaluation  and  Training,  Ethel  Davis 
Chambers  and  the  Deputy  Commissioner  for 
Quality  Assurance.  Mederic  McLaughlin  provid- 
ed guidance  and  encouragement  to  the  volun- 
teer workgroup  assembled  to  process  key  result 
measures  related  to  the  quality  of  care  given 
citizens  of  New  York  State.  Inclusion  of  multi- 
cultural individuals  as  significant  stakeholders 
in  the  process  was  an  important  step  in  the 
Office  of  Mental  Health's  planning  process. 

The  initial  version  of  this  report  was  designed 
for  internal  consumption  within  the  Office  of 
Mental  Health.  It  was  tied  to  an  earlier  organi- 
zational effort  to  develop  standards  for  the 
1115  managed  care  waiver  which  was  under 
way  within  the  Department  of  Health  and  the 
Office  of  Mental  Health.  This  multi-stakeholder 
process  developed  and  made  recommendations 
for  both  adults  and  children/youth  to  be 
enrolled  in  Mental  Health  Special  Needs  Plans. 
(Quality  of  Care:  Performance  Measurement, 
April  1996)  Thus,  the  Cultural  Competence 
Standards  displayed  and  discussed  in  this  doc- 
ument evolved  from  an  historical  consideration 


which  dated  back  to  1989.  Further,  the  third 
connection  of  significance  was  the  work  being 
done  by  the  Multicultural  Advisory  Committee 
which  advises  the  Commissioner  regarding 
issues  affecting  people  of  color  in  the  public 
mental  health  system.  Their  work  has  been 
continuous  since  the  late  1980s.  We  also 
believe  these  standards  are  applicable  to  envi- 
ronments other  than  managed  care. 

This  report  should  not  be  considered  final. 
It  is  clear  that  this  subject  will  continue  to 
command  our  attention  for  years  to  come. 
We  will  need  to  look  more  closely  at  how  to 
"do  cultural  competence"  and  discover  the 
most  effective  technology  for  implementing 
cultural  competence. 

As  a  work  in  progress,  we  welcome  your  com- 
ments and  observations  regarding  these  stan- 
dards. How  will  they  work  at  your  organiza- 
tion? Will  these  standards  advance  our  under- 
standing of  the  significance  of  exploring  new 
and  more  effective  ways  to  work  with  persons 
of  color  as  they  move  toward  recovery? 
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Overview 

The  Cultural  and  Linguistic  Competence 
Workgroup  is  a  part  of  the  New  York  State 
Office  of  Mental  Health  (NYSOMH)  Strategic 
Plan.  This  workgroup  was  chaired  by  Robert 
J.  Grantham,  Ph.D.,  Chair  of  the  Multicultural 
Advisory  Committee  which  advises  the 
Commissioner  of  the  Office  of  Mental  Health. 
He  is  now  the  Director  of  the  Bureau  of 
Multicultural  Systems  Initiatives  within  the 
Office  of  Mental  Health.  Specifically,  the 
Cultural  Competence  Workgroup  was  asked  to 
develop  performance  measures  by  which  the 
system  could  assess  its  compliance  with  cul- 
tural competency  standards,  as  one  aspect  of 
the  key  result  area  related  to  quality  services. 

Beginning  with  a  definition  of  cultural  compe- 
tence borrowed  from  the  Georgetown-based 
Child  and  Adolescent  Service  System  Program 
(CASSP)  model,  the  Cultural  Competence 
Workgroup  accepted  the  challenge  of  develop- 
ing individual  and  system's  or  administrative 
guidance. 

Cultural  and  Linguistic  Competence  is  a  set 
of  congruent  behaviors,  attitudes,  policies  and 
procedures  that  come  together  in  a  system, 
agency,  or  among  professionals  which  enable 
that  system,  agency,  or  those  professionals  to 
work  effectively  and  efficiently  in  cross-cultur- 
al and  diverse  linguistical  situations  on  a  con- 
tinuous basis. 

A  culturally  and  linguistically  competent  sys- 
tem of  care  acknowledges  and  incorporates,  at 
all  levels,  the  importance  of  culture  and  lan- 
guage, the  cultural  strengths  associated  with 
people  and  communities,  the  assessment  of 


cross-cultural  relations,  vigilance  towards 
the  dynamics  inherent  in  cultural  and  linguis- 
tic differences;  the  expansion  of  cultural  and 
linguistic  knowledge,  and  the  adaptation  of 
services  to  meet  culturally  and  linguistically 
unique  needs.  (Barzon,  Cross,  Dennis  & 
Isaacs,  1989) 

Inherent  in  the  Cultural  Competence  approach 
is  an  emphasis  on  education  and  skill  building. 
This  principle  would  lead  to  a  ferreting  out  of 
information  and  skills  needed  to  serve  a  grow- 
ing multicultural  population.  Indeed,  the  1995 
Survey  of  Patient  Characteristics  revealed  that 
nearly  41%  of  all  individuals  served  by 
NYSOMH  operated,  certified  or  funded  pro- 
grams were  from  ethnic  minority-groups. 
Further,  as  cited  by  Davis-Jackson  and  Aponte 
(1992)  many  categories  of  services  (emer- 
gency, homeless,  CSP)  were  experiencing  a 
majority  of  their  clientele  from  culturally  dif- 
ferent groups.  The  populations  of  focus  in  this 
report  are  the  four  groups  identified  by  the 
Federal  government  as  minority  groups: 
Hispanic  American,  Native  American,  Asian 
and  Pacific  Islanders  and  African  Americans. 

As  a  consequence  of  the  above  it  is  apparent 
that  the  system  needs  to  assure  adequate  and 
appropriate  services  to  all  those  in  need.  As 
planners,  we  have  a  responsibility  to  create 
the  environment  in  which  all  those  served  are 
accommodated  according  to  need.  The  multi- 
cultural groups  present  unique  needs  and 
challenges. 
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Methods 

The  Cultural  Competence  Workgroup  used 
seven  (7)  approaches  to  developing  a  set  of 
standards: 

1.  Individual  committee  meetings; 

2.  Literature  reviews; 

3.  Evaluation  of  previous  work  done  at  OMH; 

4.  Reviews  of  plans  from  other  states/profes- 
sional organizations; 

5.  Review  of  the  Monroe  County  Cultural 
Competence  Study; 

6.  Formation  of  a  Recipient  Advisory 
Committee  to  critique  the  draft  plan  con- 
sisting of  eight  (8)  recipients  from  around 
the  State; 

7.  Utilization  of  twelve  (12)  professional 
providers,  university  faculty  and  local 
health/mental  health  administrators  to 
critique  the  draft  plan. 


An  Advisory  Committee  was  used  to  critique 
the  product  of  the  workgroup  for  appropriate- 
ness and  comprehensiveness.  Unique  to  this 
effort  was  the  convening  of  a  one-day  brain- 
storming session  with  a  group  of  recipients 
who  had  been  part  of  the  Recipient 
Empowerment  Project  funded  by  OMH.  This 
latter  group  provided  input  from  a  statewide 
perspective  from  a  group  of  recipients  who 
had  been  involved  in  a  program  to  assist  oth- 
ers like  them  to  effectively  use  the  system. 

Additionally,  twelve  (12)  individuals  represent- 
ing various  agencies,  universities  and  private 
practitioners  from  around  the  State  were 
interviewed  concerning  their  evaluation  of  the 
comprehensiveness  and  appropriateness  of  the 
workgroup's  draft  product.  Input  from  recipi- 
ents and  this  latter  group  were  fed  back  to  the 
Workgroup  for  inclusion  in  the  final  report. 


Strategies  employed 

The  Workgroup  first  reviewed  the  literature  on 
cultural  competence.  Subsequently,  the  group 
reviewed  State  Plans  from  several  states 
already  beginning  to  implement  a  culturally 
competent  system  (California;  Massachusetts), 
professional  practice  guidelines,  OMH  internal 
reports,  Monroe  County  Cultural  Competence 
Self-study,  and  other  relevant  material. 
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Scope  of  project 

The  Workgroup  used,  as  an  ongoing  guide,  the 
work  previously  completed  by  the  Culture  and 
Linguistic  Compliance  Task  Force  of  the 
Mental  Health  Sub-Committee,  which  was  the 
group  charged  with  helping  to  design  the  spe- 
cial needs  plan  as  a  part  of  a  collaborative 
effort  between  New  York  State  Departments  of 
Health  and  Mental  Health  (1996).  Though 
there  was  some  membership  overlap  between 
groups,  the  newly  formed  Strategic  Plan 
Cultural  Competence  Workgroup  faced  much 
broader  system  issues.  Indeed,  the  newer 
group  operated  under  the  assumption  that  an 
integrated  system  of  care  would  be  developed 
to  provide  quality,  cost-effective  services  to 
the  residents  of  New  York  State. 

This  new  group  was  also  working  at  a  time  of 
tremendous  change  in  New  York  State  and  the 
Country.  The  shift  of  the  locus  of  responsibility 
from  State  to  local  government  and  non-state 
agencies  and  the  changes  in  the  demographics 
of  the  states  presumed  that  persons  of  color 
would  need  additional  assurance  that  mental 
health  services  would  be  available  to  them  in 
ways  that  they  could  use  these  services.  Given 
past  history,  it  seemed  prudent  to  have  these 
assurances  in  place  rather  than  to  assume 
there  was  no  such  need. 

A  review  of  the  current  cultural  competence 
literature  clearly  reveals  a  paucity  of  empiri- 
cal data.  Further,  the  methodological  complex- 
ities of  creating  standards  for  both  individuals 


and  organizations  have  not  been  addressed  in 
much  detail  in  this  literature.  Indeed  this 
problem  made  the  operationalization  of  cultur- 
al competence  that  much  more  difficult  to 
address. 

One  of  the  notable  exceptions  to  the  above  is 
the  work  being  done  by  James  Mason  of 
Portland.  His  instruments  were  applied  to  the 
Monroe  County  mental  health  system  in  a  self- 
assessment  format.  These  results,  though  pre- 
liminary, are  the  best  system's  data  the 
Workgroup  could  uncover.  The  Rochester  study 
revealed  a  system  of  public  and  private  agen- 
cies whose  level  of  development  was  variable 
but  leaning  in  the  direction  of  being  organiza- 
tionally responsive  to  the  needs  ef  people  of 
color.  Current  application  of  this  assessment 
is  occuring  in  six  additional  counties  in 
Western  New  York  by  Dr.  Carmen  Aponte,  who 
worked  with  Mr.  Mason  on  the  Monroe  County 
study. 


New  York  State  history 

New  York's  Office  of  Mental  Health  has  a  long 
history  of  working  with  the  concept  of  cultural 
competence.  Beginning  in  1989,  the  Children 
and  Families  Division  developed  an  approach 
to  program  development  which  adhered  to  the 
CAASP  guidelines  from  which  the  cultural 
competence  approach  emanated.  The  Office  of 
Mental  Health's  Office  of  Diversity  Planning 
and  Compliance  subsequently  applied  for,  and 
secured,  a  grant  from  the  Federal  Government 
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to  begin  some  diversity  training  at  the  facility 
level.  This  project  helped  place  the  issue  of 
diversity  squarely  in  the  work  place  in  OMH 
and  provided  some  insight  into  the  level  of 
competence  extant.  Later  the  Multicultural 
Advisory  Committee  assumed  the  role  of 
expanding  the  OMH  effort  to  press  for  a  cul- 
turally competent  system.  This  resulted  in  an 
agency  Strategic  Task  Force  whose  goal  was 
to  involve  every  functional  area  of  the  Central 
Office  of  OMH  in  a  review  of  ways  it  could 
become  more  culturally  competent. 

Recently  the  NYSOMH  embarked  on  a 
Strategic  Planning  effort  in  which  cultural 
competence  plays  a  significant  role  in  measur- 
ing the  quality  of  system's  services  being  pro- 
vided. The  current  workgroup,  a  part  of  the 
Strategic  Planning  initiative,  has  built  on  the 
work  of  the  Cultural  and  Linguistic  Sub-com- 
mittee of  the  Managed  Care  Special  Needs 
Plan  (SNP)and  further  refined  the  cultural 
competence  framework.  Specifically  the 
Workgroup  has: 

1.  Adopted  the  basic  SNP  domains  within 
which  to  define  the  system's  efforts; 

2.  Explored  the  detailed  five  domains  through 
a  review  of  the  literature,  an  evaluation  of 
programs  implemented  in  California  and 
Massachusetts,  studies  of  clinical  and 
administrative  standards  developed  by  pro- 
fessional organizations  and  other  relevant 
areas; 

3.  Made  specific  suggestions  about  the  recom- 
mended indicators  in  the  New  York  State 
effort  in  each  of  the  five  domains. 

4.  Established  short  and  long-term  goals. 


Principles  and  values 

The  Cultural  Competence  Workgroup  adopted 
principles  and  values  that  were  a  part  of  the 
SNP.  These  were; 

1.  A  fundamental  belief  that  services  need  to 
be  culturally  competent. 

2.  All  service  providers  should  be  culturally 
competent. 

3.  There  is  value  to  all  in  working,  living  and 
recreating  with  culturally  and  ethnically 
diverse  populations. 

4.  Culture  and  ethnicity  provide  a  valuable 
way  for  each  of  us  to  appreciate  differ- 
ences. 

5.  Self-assessment  and  self-correction  is  the 
preferred  way  to  bring  to  people's  attention 
areas  of  potential  personal  improvement. 

6.  The  system  of  care  has  a  responsibility  to 
be  equally  accessible,  clinically  appropriate 
and  recovery-oriented. 

7.  People  can  and  do  get  better;  can  and  do 
recover. 

8.  Administrators  have  a  responsibility  to  con- 
struct a  system  of  care  that  facilitates 
recovery. 

9.  Recipients  of  mental  health  services  have 
rights  and  responsibilities  in  the  treatment 
process. 
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Review  of  five  domains  (standards) 


Introduction  of  the  five  (5)  domains 

The  Office  of  Mental  Health  (OMH)  received  a 
report  from  its  Cultural  and  Linguistic 
Competence  Standards  Sub-committee  in 
January  1996.  This  report  was  an  integral 
part  of  the  Agency's  development  of  a  Special 
Needs  Plan  for  mental  health  services.  The 
purpose  of  this  document "...  was  to  develop 
standards  for  assuring  culturally  and  linguisti- 
cally competent  mental  health  services  by 
Special  Needs  Plans  (SNPs)."  (NYSOMH  1996) 

The  above  report  further  allows  that  the  rec- 
ommendations contained  in  those  standards 
"...  represent  the  minimum  standards  for  the 
provision  of  culturally  and  linguistically  com- 
petent services."  (1996,  p.  3)  Not  only  this  but 
the  Introduction  goes  on  to  reveal  that  further 
work  would  be  required  to  operationalize  cul- 
tural and  linguistic  competency  in  the  SNP. 
(1996,  p.  3) 


The  work  of  the  Strategic  Plan  Cultural 
Competence  Workgroup  uses  the  SNP  group's 
work  as  a  springboard  to  realize  the  additional 
work  referred  to  by  the  SNP  report.  Using 
standards  of  care  extracted  from  the  litera- 
ture, the  Domains  detailed  in  the  SNP  propos- 
als are  intended  to  cover  critical  service  deliv- 
ery issues  significant  to  creating  a  basis  for 
contracts  and  agreements  with  managed  care 
organizations,  networks  and  providers. 
Assumed  in  this  schema  is  the  decrease  in  the 
State  government  role  as  a  service  provider 
and  the  assumption  of  a  greater  contracting- 
oversight  responsibility. 

The  Workgroup  also  extended  the  work  of  the 
SNP  Sub-committee  by  providing-a  more 
robust  treatment  of  each  domain.  Included  in 
this  format  are  a  reiteration  of  the  concern,  an 
enumeration  of  critical  indicators  and  suggest- 
ed methods  for  measuring  the  extent  to  which 
these  indicators  are  operationalized.  What  fol- 
lows will  be  a  presentation  of  indicators  and 
measures  of  those  indicators. 
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Domain  One:  Accessible  inpatient/outpatient 
and  community  support  services 


Concern  statement 

Mental  Health  Service  Plans  must  demon- 
strate evidence  of  culturally  and  linguistically 
accessible  inpatient,  outpatient  and  communi- 
ty support  services. 


Definition  of  accessible: 

Access  refers  to  the  degree  of  responsiveness 
of  the  system  to  individual  and  cultural  needs 
and  the  availability  of  a  wide  array  of  relevant 
services.  (The  MHSIP  Consumer-Oriented 
Report  Card.  April  1996.  p.  9) 

Access  covers  a  number  of  critical  issues  for 
the  multicultural  population  -  timeliness  of 
delivery  of  services,  ease  of  securing  these 
services,  utilization,  responsiveness,  and  con- 
venience to  the  person's  schedule. 
Traditionally,  planners  of  mental  health  ser- 
vices have  not  given  multicultural  groups  ade- 
quate consideration  on  these  dimensions. 
Reasons  for  such  action  range  from  a  lack  of 
sensitivity  to  the  perception  that  small  groups 
do  not  warrant  special  attention.  In  the  con- 
cept of  cultural  competence  this  attitude  and 


its  resultant  behavior  would  be  an  example  of 
Cultural  Blindness  (function  with  the  belief 
that  color  or  culture  make  no  difference  and 
that  all  people  are  the  same.  CASP.  1989). 

The  seriousness  of  the  access  variable  speaks 
to  the  historical  signals  the  system  gives  peo- 
ple of  color  that  clearly  indicate  they  are  not 
welcome  in  the  service  system.  Subtle  and 
unspoken,  these  markers  allow  location  of  ser- 
vices in  places  people  of  color  cannot  engage 
because  of  unfavorable  geography  -  distance 
or  neighborhood.  Further,  the  operating  hours 
do  not  always  consider  work/family  responsi- 
bilities of  people  of  coIol  There  are  also  formi- 
dable obstacles  to  services  created  by  the 
induction  or  registration  process. 

The  Workgroup  sought  to  develop  in  this 
domain  clear  positive  policies  and  practices 
that  will  welcome  people  of  color  into  the  sys- 
tem. The  public  mental  health  system  needs  to 
be  able  to  say  in  every  way  that  the  services 
and  care  are  designed  with  you  in  mind  and 
that  it  intends  to  include  people  of  color  as  a 
key  concern  by  taking  their  unique  needs  into 
consideration. 
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Recommended  indicators  and  measures  for  access: 


Utilization 


Concern 

Access  to  culturally  and  linguistically  appropriate  information  that  allows  consumers 
to  exercise  choices  will  be  available. 

Indicator 

100%  of  those  surveyed  will  indicate  they  had  access  to  plan  information  and  services 
in  their  primary  language  through  either  a  translator,  video  or  written  format. 

Measure 

Consumer  response  to  a  survey  regarding  adequate  information  and  services. 

There  shall  be  available  to  each  consumer  program  literature  or  program  information 
regarding: 

•  likely  recovery  rates  under  treatment 

•  likely  time  in  treatment 

•  likely  outcomes  of  treatment 

•  purposes  of  medication 

•  possible  side  effects  of  medication 

•  treatment  options  available 

•  confidentiality  of  treatment  and  records 

•  right  to  appeal  denial  of  treatment 

•  description  of  complaint  and/or  grievance  procedures 

•  non-traditional  and  self-help  services 

Data  source 

Consumer  survey 
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Recommended  indicators  and  measures  for  access: 


Convenience 


Concern 

Access  to  services  will  be  timely,  convenient  and  easily  accessible. 

Indicator 

1.  Percentage  of  enrollees  of  color  for  whom  the  waiting  time  for  services 
exceeds  30  minutes. 

2.  The  percentage  of  enrollees  who  are  persons  of  color  for  whom  the  location 
of  services  is  convenient. 

Measure 

1.  Consumer  response  to  question  related  to  wait  time  by  ethnicity. 

2.  Consumer  response  to  a  survey  regarding  travel  and  location 

•  travel  urban/suburban  -  the  location  of  services  was  within  one-half  hour  travel  or 
a  20  mile  radius  for  outpatient  service;  60  minutes  and  50  miles  for  inpatient  care. 

•  for  rural  areas,  95%  or  more  of  enrollees  must  have  access  to  inpatient  providers 
within  60  miles. 

•  location  -  is  easily  accessible  within  the  above  time  frame  and  geographic  limits 

Data  source 

Consumer  survey 
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Recommended  indicators  and  measures  for  access: 


Responsive 


Concern 

The  provider  will  assure  that  services  will  be  timely,  convenient  and  easily  accessible. 

Indicator 

Percentage  of  consumers  of  color  who  report  that  culturally  competent  mental  health 
providers  can  be  easily  reached. 

Measure 

A  consumer  response  to  a  survey  question  regarding  availability  of  culturally  competent 
providers,  and 

The  time  required  to  reach  that  culturally  competent  provider. 

Data  source 

Consumer  survey 
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Recommended  indicators  and  measures  for  access: 


Responsive 


Concern 

Enrollees  will  have  access  to  non-traditional  and  self-help  services. 

Indicator 

Percentage  of  enrollees  participating  in  non-traditional  and  self-help  services. 

Measure 

Identify  the  percentage  of  persons  of  color  who  utilize  non-traditional  and  self-help 
services  divided  by  the  total  number  of  enrollees  of  color. 

Data  source 

•  consumer  survey 

•  referral  data 
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Domain  two:  Qualified  interpreters 


Concern  statement 

It  should  be  noted  at  the  onset  that  the  issue 
of  language  as  a  barrier  to  mental  health  care 
is  a  multidimensional  one  which  impacts  every 
level  of  a  service  delivery  system.  Often  the 
linguistic  problem  is  most  visible  in  the  clini- 
cal function  area  where  critical  judgments  are 
susceptible,  often  leading  to  inaccurate 
assessment,  misdiagnosis,  inappropriate  treat- 
ment, ineffective  case  management  and  inade- 
quate referral.  It  is  in  relation  to  this  dimen- 
sion that  qualified  interpreters  are  generally 
associated.  However,  to  grasp  the  full  com- 
plexity of  the  language  issue  and  its  role  as  a 
potential  barrier  to  access  to  mental  health 
services,  the  structural  organizational  dimen- 
sion must  also  be  addressed. 

The  structural  elements  of  any  organization 
are  impacted  by  the  language  issue  in  the  fol- 
lowing manner: 

1.  staff  recruitment  policies; 

2.  work  force  composition; 

3.  organization  and  content  of  orientation 
programs; 

4.  development,  content  and  implementation 
of  inservice  training  programs; 

5.  organization  and  evaluation  of  quality 
assurance; 

6.  development  of  appropriate  inter-agency 
linkage  and  referral  arrangements  to  assure 
culturally  competent  bilingual  services; 


7.  recruitment  of  users  of  the  system's  ser- 
vices; 

8.  packaging  of  services;  and 

9.  selection  of  specific  geographic  service 
areas  for  identified  multicultural  popula- 
tions. 

For  consumers  with  limited  English  capability 
or  other  communicative  barriers,  equal  access 
to  mental  health  services  requires  arrange- 
ments for  bilingual  professional  staff  or  quali- 
fied interpreters  at  all  key  points  of  patient 
contact.  This  includes  translated  materials  tar- 
geted to  potential  ethnic  populations,  service 
system  plan  literature  covering  description  of 
services  offered,  eligibility  requirements,  poli- 
cies and  procedures,  periods  of  open  enroll- 
ment or  changing  of  service  providers,  etc. 

We  see  interpreter's  services  as  an  intermedi- 
ate stage.  Ideally,  the  system  will  be  able  to 
provide  a  full  range  of  services  in  the  recipi- 
ent's language  thus  obviating  the  need  for  inter- 
mediaries like  interpreters.  On  the  other  hand, 
we  would  not  rule  out  those  culture-specific 
practices  that  support  more  than  one  person 
being  present  in  the  interview.  Reaching  the 
ideal  is  a  long-range  goal.  Until  then  we  must 
assure  the  availability  of  communication  assis- 
tance by  the  providers  in  the  service  system 
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Recommended  indicators  and  measures, 
for  qualified  interpreters: 


Access 


Concern 

Enrollees  will  have  access  to  qualified  interpreters  at  all  key  points  of  patient  contact. 
Indicator 

1.  Existence  of  policies  and  procedures  which  demonstrate  the  competence  of  staff 
responsible  for  interpretation  services. 

2.  Existence  of  procedures  to  assess  client  communication  skills. 

3.  Existence  of  an  available  list  of  resources  for  staff  to  consult  for  various  communication 
problems. 

Measure 

1.  Review  agency  policy  manual  for  indication  of  guidelines  for  interpreters. 

2.  Number  of  interpreters  who  have  received  specialized  training  in  working  with 
diverse  enrollees. 

3.  Evidence  that  communication  assessment  completed  and  clients  deficits  if  evident 
are  addressed  in  the  treatment  plan. 

4.  The  treatment  plan  will  document  use  of  qualified  communication  personnel  at  key 
points  of  patient  contact. 

5.  Evidence  of  the  existence  of  language  banks,  utilization  of  AT&T  Language  Bank, 
and  other  recognized  communication  assists. 

Data  Source 

Agency  policy  manual,  personnel  records,  client  treatment  plan. 
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Domain  three:  EnroIIees  and  families 
role  in  service  development 


Concern  statement 

Mental  Health  Plans  need  to  demonstrate  evi- 
dence that  parents/family  members  and  other 
advocates  selected  by  the  persons  using  the 
services  participated  in  the  development  of 
treatment/service  decisions  including  intera- 
gency collaboration.  Arrangements  must  be 
made  to  assure  the  recipient  understands 
the  questions. 

The  intent  of  these  domains  is  to  ensure  the 
participation  of  significant  persons  in  the 
treatment  planning  process.  Some  cultures 


involve  the  whole  family  and/or  community  in 
the  problems  and  joys  of  its  residents.  This 
section  is  intended  to  be  culturally  sensitive  to 
the  varying  healing  styles  extant  in  the  cul- 
tures of  interest  as  well  as  the  varying  cultural 
definitions  of  families  and  support  systems. 

This  section  should  not  presume  to  disempow- 
er  the  consumer  himself/herself  as  much  as 
further  empower  that  individual  to  be  able  to 
include  whatever  resources  he/she  needs  to 
aid  in  the  recovery  process. 
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Recommended  indicators  and  measures: 


Enrollees  and  family 


Concerns 

Enrollees  and  family  members  of  color  are  consulted  regarding  treatment  plan 
development. 

Indicators 

1.  Proportion  of  individuals  who  report  family  involvement  is  requested/needed. 

2.  Proportion  of  adolescent  and  families  of  children  who  request  advocates  or  other 
service  providers. 

Measures 

1.  100%  of  responses  on  a  consumer  survey  will  indicate  patient  choice  of  family 
and  or  other  support  system  involvement,  is  here  requested. 

2.  100%  of  the  responses  on  a  consumer  survey  will  show  evidence  of  coordination  and 
cooperation  with  families  with  children  services  system  advocates  and  providers. 

Data  source 

Provider  client  records  and  consumer  survey 
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Domain  four: 

Culturally  and  linguistically  competent  evaluation, 

diagnosis,  treatment  and  referral  services 


Concern  statement 

The  major  thrust  of  this  domain  is  to  ensure 
that  accurate  and  appropriate  clinical  decisions 
are  made  relative  to  the  enrollees'  problems 
and  that  appropriate  treatment  and  referral 
decisions  are  the  result.  This  domain  emanates 
from  the  long-standing  belief  and  evidence  that 
diagnosis  and  treatment  of  mental  health  prob- 
lems for  various  multicultural  groups  are  tilted 
in  certain  directions.  While  these  phenomena 
have  resulted  in  the  over  or  underutilization  of 
certain  resources,  the  new  environment  cannot 
ignore  such  results  because  of  their  direct 
financial  impact  on  a  given  plan.  As  a  conse- 
quence, it  becomes  even  more  imperative  that 
the  right  diagnosis  leads  to  the  right  treatment 
in  the  most  expeditious  manner. 

The  Workgroup  reviewed  two  models  for  evalu- 
ating this  primarily  clinical  domain  - 
Massachusetts  and  California.  A  review  of  the 
curriculum  developed  in  the  Massachusetts 
Plan  reveals  a  series  of  care  content  manuals 
designed  to  train  staff  over  a  three  to  five  year 
period.  It  calls  for  a  statewide  needs  assess- 
ment to  determine  those  content  areas  that 
require  immediate  attention.  They  identified 
seven  areas "...  as  needing  more  precise  prac- 
tice guidelines:  the  role  of  the  client/consumer, 
human  rights,  the  role  of  the  family,  dual  diag- 
nosis (mentally/ill  chemically  addicted),  alter- 
natives to  restraint  and  seclusion,  psychoso- 
cial rehabilitation  and  multicultural  issues." 
(Introduction  to  Massachusetts  Plan) 


To  operationalize  their  plan,  Massachusetts 
convened  seven  clinical  practice  guideline 
workgroups  which  included  state  staff,  con- 
tract agency  staff,  clients/consumers  and  fami- 
lies. Each  group  was  asked  to  develop  basic 
clinical  practice  guidelines,  write  a  training 
manual  on  the  topic  and  outline  a  "train-the- 
trainer"  day  for  their  area  of  expertise. 


Composition  of  care  curriculum 

Using  two  Federal  pieces  of  legislation  as  a 
backdrop  -  The  Americans  With  Disabilities  Act 
of  1990  and  Title  VI  of  the  Civil  Rights  Act  of 
1964,  [as  amended]  the  legal  basis  is  estab- 
lished in  Federal  legislation  which  mandates 
equal  access  to  services  for  all  persons  by 
states  utilizing  Federal  dollars. 

The  content  of  the  Massachusetts  training 
manuals  emphasizes  training  others.  The 
scope  of  the  manual  as  detailed  on  page  2  is 
"...  to  promote  (1)  greater  knowledge  of  anoth- 
er culture  (to  include  language  when  feasible), 
(2)  better  understanding  of  the  factors  which 
contributed  to  the  onset  of  mental  illness,  (3) 
increased  capacity  to  participate  effectively  in 
treatment  regimen  and  (4)  more  competent 
service  as  a  member  of  the  treatment  team." 
(p.  2,  Massachusetts  Plan) 
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California  plan 

Late  in  1993  (September)  California  began  a 
ten  week  process  to  develop  a  Cultural 
Competence  Project.  Tied  to  the  University  of 
California  at  Berkeley  and  involving  eighty 
(80)  individuals  and  the  California  Department 
of  Health,  this  collaborative  effort  resulted  in  a 
needs  assessment  and  nine  policy  papers. 
Each  policy  paper  contained  recommended 
standards. 

The  nine  areas  researched  by  the  California 
group  were: 

1.  Access  to  Care. 

2.  Membership  assistance,  enrollment, 
benefits/coverage  and  health  care. 

3.  Mental  health  provider  orientation 
and  training. 

4.  Health  education  (patient  and  community). 

5.  Qualifications  for  interpreters. 

6.  Staffing/appointment  and  medical  advice. 

7.  Data. 

8.  Enforcement. 

9.  Membership  satisfaction 

Six  major  recommendations  resulted  which 
stressed  "...  new  plans  and  existing  plans 
serving  new  areas  became  partners  with  the 
traditional  care  providers  for  these  population 
groups"  (California,  p.  2).  Additionally,  it  sup- 
ported enhancing  a  plan's  ability  to  achieve 
cultural  competence.  In  this  regard,  six  recom- 
mendations were  provided.  They  are  contained 
in  Attachment  A. 


The  California  Plan  is  unique  among  those 
reviewed  in  that  it  suggests  an  enforcement 
policy  which  governs  the  RFP  process.  These 
basic  rules  of  engagement  (p.  31  California 
Plan)  establish  a  process  wherein  the  man- 
aged care  company  has  to  demonstrate  or  doc- 
ument its  ability  to  serve  MediCal  patients 
(see  Attachment  B).  Included  in  the  enforce- 
ment piece  is  a  survey  tool  which  the 
Department  of  Health  will  use  to  measure  and 
monitor  compliance  on  an  annual  basis.  These 
reviews  were  to  be  conducted  by  DHS  Audits 
and  Inspections  (A&I)  teams  with  experience 
in  the  delivery  of  cultural  linguistic  competent 
services. 

We  have  no  data  on  the  success  of  the 
California  Plan.  Nevertheless,  the  training 
approach  mirrors  the  basic  methodology 
adopted  by  Massachusetts.  Each  state  begins 
with  a  needs  survey,  followed  by  a  decision 
about  content  and  an  outline  of  the  key  areas 
of  focus.  Additionally,  each  plan  provides 
directions  for  training  staff  to  become  more 
culturally  competent.  Finally,  only  the 
California  Plan  has  a  process  to  measure  and 
monitor  progress  toward  cultural  competence 
on  the  system's  and  individual  levels. 


New  York  Plan  development 

New  York  State  issued  a  Request  for 
Information  on  January  31,  1995  to  solicit 
comments,  questions  and  recommendations  on 
policy  areas  under  review.  One  of  the  major 
program  goals  is  the*continuous  efforts  to 
operationalize  cultural  and  linguistic  compe- 
tence. Further,  cultural  competence  is  listed  in 
the  special  issues  section  to  again  allow  inter- 
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ested  parties  to  review  the  standards  devel- 
oped. The  issues  under  consideration  would  be 
to  identify  ways  to  provide  culturally  and  lin- 
guistically appropriate  services.  What  are  the 
critical  elements  that  the  State  should  look  for 
in  its  review  and  monitoring  of  plans  to  assure 
that  SNP  can  offer  the  appropriate  services? 
The  RFI  further  asked  for  input  on  the  areas  to 
be  included  in  a  survey/assessment  tool  to 
measure  and  monitor  compliance  with  contrac- 
tual standards  and  program  requirements  in 
the  area  of  cultural  and  linguistic  compliance. 


As  New  York  State  moves  towards  managed 
care,  service  providers  must  have  the  skills 
and  knowledge  necessary  to  meet  the  needs 
of  all  New  York  State  residents  with  psychi- 
atric disabilities.  All  staff  must  have  compe- 
tencies that  are  value-based,  reflecting  dignity, 
cultural  differences  and  respecting  the  autono- 
my of  users  of  service.  The  Office  of  Mental 
Health  will  continue  to  support  training  initia- 
tives which  infuse  principles  and  practices  of 
psychiatric  rehabilitation  throughout  the  pub- 
lic mental  health  system.  Training  is  supported 
in  areas  such  as  recovery,  cultural  competen- 
cy, person-centered  planning,  promotion  of 
choice,  skill  development  and  other  rehabilita- 
tion-focused activities. 


New  York  State  Cultural  and  Linguistic 
Competence  Standards 


Recommended  indicators  and  measures: 


Evaluation,  diagnosis,  treatment 
and  referral  services  (EDTRS) 


Concerns 

Culturally  relevant  diagnostic  tools,  providers  and  treatment  are  available  for  persons 
of  color  in  the  system. 

Indicators 

1.  Service  provider  has  demonstrated  an  effort  to  identify  and  use  reviewed  literature 
and  instruments  that  are  more  sensitive  to  the  populations  being  served. 

2.  The  utilization  of  non-traditional  providers  of  services  will  be  evident  where  requested. 

3.  Providers  in  the  system  will  utilize  a  documentation  process  to  certify  that  staff  are 
capable  of  providing  culturally  competent  diagnosis,  treatment  and  rejerral  services 
for  the  population  being  served  by  that  agency. 

Measures 

1.  In  no  fewer  than  80%  of  the  records  of  multicultural  clients,  culturally-normed  instru- 
ments will  be  used  in  the  diagnosis,  evaluation/assessment,  treatment  and  referral 
process  where  available  and  appropriate. 

2.  100%  of  records  of  clients  discharged  in  last  calendar  year  will  show  referral  to  non- 
traditional  services  where  requested. 

3.  Evidence  that  staff  are  trained  in  providing  culturally  competent  evaluation,  diagnosis, 
treatment  and  referral  services  for  the  multicultural  groups  in  their  service  areas. 

In  80%  of  the  records  reviewed,  administrative  and  direct  care  staff  must  show  evidence 
of  participation  in  at  least  ten  hours  of  education  or  training  programs  that  center  on 
cultural  and  linguistic  literature  on  prevalence,  psychiatric  demand,  medication  options, 
psychotherapeutic  interventions  and  other  specialized  treatment  protocols  and  models. 

Data  source 

•  Enrollment/encounter  data 

•  Personnel  records  that  document  staff  education  and  training. 
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Domain  five:  Membership  satisfaction 


This  domain  is  intended  to  assess  the  con- 
sumer's subjective  evaluation  of  the  access, 
appropriateness  and  outcomes  of  service.  The 
Cultural  and  Linguistic  Competence  Standards 
Subcommittee  (OMH  1996)  spoke  to  the  need 
to  address  satisfaction  as  an  element  of  cul- 
tural and  linguistic  competence.  Clearly  this 
group  perceived  the  importance  of  yielding  to 
the  wishes  of  diverse  groups  with  unique  eth- 
nic and  cultural  concerns. 

Satisfaction  is  a  difficult  dimension  to  define. 
What  does  it  mean  to  be  satisfied?  Can  you  be 
satisfied  and  yet  not  receive  the  appropriate 
help?  How  is  satisfaction  correlated  with  qual- 
ity and  appropriateness?  Is  satisfaction  a  vari- 
able that  means  different  things  to  different 
ethnic  groups? 

The  California  Plan  (p.  21)  provides 
Recommended  Standards  on  Membership 
Satisfaction  which  call  for  annual  surveys  of 
plan  members  regarding  their  satisfaction  with 
the  plan  and  their  coverage  as  an  integral  part 
of  the  MediCal  Managed  Care  Plan.  These 
standards  are  applied  to  surveys  of  member 
satisfaction.  Their  recommended  standards 
are: 

1.  Managed  care  plans  should  ascertain  the 
approximate  percentage  of  their  member- 
ship represented  by  specific  cultural/lin- 
guistic groups  for  the  purpose  of  achieving 
adequate  sample  sizes  for  these  groups 
when  conducting  member  satisfaction  . 
assessments  of  any  kind,  e.g.,  surveys,  eval- 
uating number  of  complaints  and  grievances 
or  disenrollments. 


Care  should  be  taken  to  assess  distinct  eth- 
nic or  cultural  populations  that  exist  in 
small  proportions  in  the  plan  membership. 
These  groups  can  be  over-sampled  to 
achieve  adequate  numbers  for  analysis. 

With  the  exception  noted  above,  all  mea- 
sures of  patient  satisfaction  should  reflect 
the  appropriate  proportions  of  diverse  eth- 
nic and  cultural  groups  according  to  their 
representation  in  plan  membership. 
Sampling  procedures  for  achieving  adequate 
samples  of  cultural/linguistic  groups  in  the 
membership  should  be  made  explicit  and  be 
based  upon  well-accepted  statistical  prac- 
tices. 

2.  The  following  standards  apply -to  the  use  of 
surveys  in  member  satisfaction  assess- 
ments: 

a)  When  an  ethnic  group  with  limited 
English  language  capability  is  one  per- 
cent or  more  of  a  managed  care  contrac- 
tor's enrollment  within  a  service  area, 
members  of  that  ethnic  group  will  be 
offered  the  option  of  completing  the  ques- 
tionnaire in  his/her  native  language  if  the 
survey  is  in  written  form  or  of  being 
interviewed  in  his/her  native  language  if 
a  telephone  or  face-to-face  interview  for- 
mat is  used. 

b)  Questions  directed  specifically  to  issues 
related  to  culturally  appropriate  and  lin- 
guistically competent  services  should  be 
included  in  the  assessment  protocol. 
These  would,  for  example,  include  ques- 
tions about  the  provisions  of  interpreters, 
orientation  and/or  health  education 
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classes  offered  in  the  group's  language 
and  in  culturally  appropriate  fashion. 
Questions  about  satisfaction  with  the 
amount  and  kind  of  translated  informa- 
tion would  be  appropriate. 

c)  Data  analytic  techniques  should  ensure 
that  the  entire  data  set  is  "cut"  by  ethnic 
categories,  so  that  the  responses  of  any 
group  comprising  one  percent  or  more  of 
a  plan's  enrollees  can  be  compared  with 
the  responses  of  other  groups. 

d)  Data  analytic  strategies  which  can  deter- 
mine if  any  groups'  responses  on  satis- 
faction indices  are  statistically  different 
from  those  of  other  groups  should  be 
employed.  Statistically  significant  differ- 
ences among  or  between  groups  should 
be  included  in  survey  reports. 

Since  surveys  using  questionnaires  require 
that  respondents  be  literate,  and  inter- 
views, whether  telephone  or  face-to-face 
have  time  requirements  that  may  be  a  hard- 
ship for  some  groups,  other  options,  either 
direct  or  indirect,  for  evaluating  member 
satisfaction  need  to  be  used  in  conjunction 
with  surveys. 

a)  Members  can  be  asked  to  participate  in  a 
focus  group  of  like  individuals  in  which 
satisfaction  with  the  plan  is  probed. 


b)  The  level  of  membership  satisfaction 
should  be  assessed  by  cultural/ethnic 
group  and  through  a  number  of  indicators 
including  the  number  and  type  of  com- 
plaints and  grievances,  disenrollment  fig- 
ures, provider  changes  and  prescriptions 
filled  by  pharmacies  outside  the  plan, 
etc."  (Cultural  and  Linguistic 
Requirements  Subgroup  Recommended 
Standards  for  the  Medi-Cal  Managed 
Care  Program  p.  21-22). 

The  Hornik  report  on  Report  Card  strategies 
(1995)  discusses  Consumer  Satisfaction  as  a 
domain  to  be  considered  in  evaluating  service 
outcome.  He  indicates  that  consumer  satisfac- 
tion is  "...the  mental  health  care  recipient's 
subjective  evaluation  of  access,  appropriate- 
ness and  outcomes  of  service."  (p.  17  MHSIP 
Mental  Health  Report  Card  Task  Force: 
Progress  Report)  This  section  reminds  the 
reader  to  measure  dissatisfaction  as  well. 

Measures  of  consumer  satisfaction  should  look 
at  global  satisfaction,  access,  appropriateness 
and  outcomes.  The  Report  Card  spells  out  pro- 
posed standards  in  each  of  these  four  areas. 
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Recommended  indicators  and  measures: 


Satisfaction 


Concern 

Mental  health  services  need  to  be  rendered  in  a  manner  that  satisfy  the  consumer: 
accessible,  affordable,  appropriate  and  recovery  oriented. 

Indicators 

1.  Proportion  of  persons  reporting  satisfaction  with  the  comprehensiveness  of  culturally 
and  linguistically  competent  services  offered  in  the  plan  and  the  ability  to  get  those 
services. 

2.  Proportion  of  persons  reporting  cost  as  a  barrier  to  services. 

3.  Disenrollment  rates  for  multicultural  clients  will  be  documented. 

4.  Complaints  and  grievances  will  be  documented  both  statistically  and  anecdotally. 

Measures 

1.  Level  of  satisfaction  experienced  by  multicultural  clients  will  be  equivalent  to  that 
of  service  recipients  in  general. 

No  fewer  than  100%of  multicultural  persons  will  report  ease  of  accessibility  to  program 
information. 

No  fewer  than  80%  of  multicultural  clients  will  report  satisfaction  with  service  options. 

2.  80%  of  multicultural  populations  will  report  services  are  within  their  financial  range. 

3.  Disenrollment  for  multicultural  clients  will  be  comparable  to  the  overall  population 
served. 

4.  Survey  will  include  a  list  of  choices  of  reasons  for  disenrollment  for  clients  to  choose 
from  as  well  as  opportunities  for  open  responses. 

Data  source 

Consumer  survey,  enrollment  disenrollment  data 
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Attachment  A 

The  provision  of  culturally  and  linguistically 
competent  services  to  the  diverse  population 
groups  to  be  enrolled  in  the  Medi-Cal  Managed 
Care  program  is  challenging.  This  challenge 
requires  that  new  plans  and  existing  plans 
serving  new  areas  become  partners  with  the 
traditional  care  providers  for  these  population 
groups.  New  plans  should  continue  to  utilize 
the  traditional  providers  for  serving  the  health 
care  needs  of  Medi-Cal  beneficiaries  and  make 
use  of  their  expertise  and  resources  in  the 
area  of  cultural  and  linguistic  services. 
However,  it  is  imperative  that  all  plans  of  the 
Medi-Cal  Managed  Care  Program  develop  or 
enhance  their  internal  cultural  and  linguistic 
competence  if  indeed  the  Medi-Cal  beneficia- 
ries of  California  are  to  have  true  choice  in 
health  care. 

Summary  of  major  recommendations 

1.  When  an  ethnic  group  with  limited  English 
language  capability  is  five  percent  (5%)  or 
more  of  the  Medi-Cal  managed  care  (AFDC) 
population  in  a  county  or  totals  100  persons 
or  more  within  the  geographic  service  area 
of  the  plan,  bilingual  health  services  will  be 
required  at  all  key  points  of  patient  contact 
in  addition  to  interpreter  services  and  bilin- 
gual information  and  programs  (e.g.,  mem- 
bership assistance,  health  education,  plan 
coverage,  satisfaction  review). 

2.  Health  Care  Options,  presentations  and 
materials  should  reflect  the  choices  of  man- 
aged care  plans  with  accurate  information 
about  specific  language  capability  of 
providers,  and  the  culturally-oriented  ser- 
vices available  in  the  respective  plans. 


3.  The  availability  of  traditional  safety  net 
providers,  with  proven  track  records  in  pro- 
viding services  to  special  populations, 
including  federally  qualified  health  centers 
and  rural  and  community-based  health  cen- 
ters, should  be  included  in  the  HCO  and 
plan  presentations.  The  relationship  of 
these  providers  to  the  respective  plans, 
when  applicable,  should  be  included  in  the 
presentations. 

4.  The  proposed  capitation  rates  should  factor 
in  the  additional  costs  required  to  provide 
information  and  services  in  multiple  lan- 
guages. These  additional  costs  include 
translated  materials,  interpreters,  tele- 
phone translation  services,  training,  etc. 

5.  To  ensure  community  involvement,  the  plan 
should  establish  a  community  advisory  com- 
mittee composed  of  enrolled  Medi-Cal  bene- 
ficiaries and  other  community  representa- 
tives. This  committee  should  meet  at  least 
quarterly  to  review  plan  services  and  pro- 
grams, their  outcomes  and  any  patient  sat- 
isfaction or  needs  assessment/survey  to  fur- 
ther identify  new  services  or  modifications 
in  current  services. 

6.  For  a  fluent  bilingual  staff  member,  who 
is  not  medically  trained,  to  qualify  as  an 
interpreter,  this  individual  must  complete 
an  interpreter  course  of  at  least  four 
hours  that  covers  the  terms  and  concepts 
associated  with  anatomy;  diseases,  particu- 
larly diseases  more  prevalent  among  the 
target  population;  supplies  and  prosthetic 
devices;  medication;  and  cultural  beliefs 
and  practices. 


Attachment  B 

Recommended  standards 
on  enforcement 

1.  Requests  for  Proposals  (RFPs)  for  managed 
care  contracts  should  include  specific 
questions  which  require  demonstration  or 
documentation  of  the  ability  of  the  provider 
to  serve  Medi-Cal  beneficiaries  in  need  of 
culturally  and/or  linguistically-sensitive 
services. 

2.  Prior  to  awarding  of  contracts.  DHS  and/or 
the  county  managed  system  shall  be  respon- 
sible for  conducting  on-site  reviews  and 
assessments  of  the  competency  of  providers 
to  serve  Medi-Cal  patients  in  need  of  cultur- 
ally and/or  linguistically-sensitive  services. 

3.  Based  on  their  review.  DHS  and/or  the 
county  managed  care  system  shall  include 
in  the  contract  of  each  managed  care 
provider  specific  standards  or  program 
requirements  for  serving  the  needs  of 
patients  in  need  of  culturally  and  linguisti- 
cally-sensitive services. 
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DHS  should  develop  a  survey/assessment 
tool  to  measure  and  monitor  compliance 
with  contractual  standards  and  program 
requirements  in  the  area  of  cultural  compe- 
tency. The  Primary  Care  Effectiveness 
Review  Protocol  for  Culture  and  Language 
Competency  is  attached  (Appendix  C)  as  a 
sample  assessment  instrument  for  on-site 
reviews  and  on-going  monitoring.  Annual 
reviews  should  be  conducted.  These  reviews 
should  focus  on  "troubled"  providers,  those 
who  have  had  difficulty  meeting  or  agreeing 
to  contract  standards — such  as  those 
providers  whose  initial  patient  surveys 
reflect  problems  (i.e.,  inability  to  provide 
services  to  patients  in  need  of  culturally/lin- 
guistically sensitive  services)  or  those 
providers  who  have  indicated  a  need  for 
technical  assistance. 

The  DHS  Audits  and  Investigations  (A&I) 
team  should  include  persons  with  experi- 
ence in  the  delivery  of  cultural/linguistic 
competent  services  to  assist  with  the  com- 
pliance review  of  the  contract,  Perhaps, 
A&I  should  conduct  the  fiscal  audits  and 
other  DHS  staff  could  conduct  compliance 
reviews  with  program  standards  and  pro- 
vide technical  assistance. 
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Attachment  C 

This  attachment  is  Appendix  C  of  the  California  Cultural  and  Linguistic  Report.  The  report  was 
developed  by  the  Cultural  and  Linguistic  Requirement  Subgroup  entitled,  "Recommended 
Standards  for  the  Medical  Managed  Care  Program". 


Introduction  to  review 
protocol 

This  introduction  supplements  the  general 
introduction  to  the  Primary  Care  Effectiveness 
Review  (PCER).  The  Culture  and  Language 
Review  Protocol  surveys  the  cultural  compe- 
tence of  health  centers.  Cultural  Competence 
is  defined  as  a  set  of  congruent  behaviors, 
practices,  attitudes  and  policies  that  come 
together  in  a  system  or  agency,  enabling  effec- 
tive work  to  be  done  in  cross-cultural  situa- 
tions. Cultural  competence  is  a  continuum  that 
ranges  from  cultural  destructiveness  to  cultur- 
al proficiency.  Because  of  the  complexity  of 
each  culture  as  well  as  the  multiplicity  of  cul- 
tures, it  is  impossible  for  any  individual  or 
organization  to  always  be  culturally  proficient. 
The  capacity  to  deal  effectively  in  cross-cultur- 
al situations  will  vary  depending  on  the  situa- 
tion. The  process  of  acquiring  those  skills  is 
called  becoming  culturally  competent. 
Therefore,  one  should  view  cultural  compe- 
tence as  a  developmental  process. 

This  Culture  and  Language  Review  Protocol 
examines  systems  that  support  cultural  com- 
petence in  health  centers.  These  systems  are 
either  required  by  law  or  recommended  for 
culturally  competent  health  care. 

During  the  PCER  the  reviewer  will  need  to 
examine  any  policies  that  address  the  cultural 
competency  of  the  organization.  Ideally,  each 
health  center  should  have  a  plan  with  the  fol- 
lowing elements: 


l.What  are  the  language  and  cultural  groups 
in  the  target  area  and  how  this  assessment 
has  been  made. 

2. How  the  special  needs  of  these  language  and 
cultural  groups  are  assessed. 

3.  A  list  of  the  special  needs  of  these  groups. 

4.  List  arrangements  that  have  been  made  to 
meet  the  special  needs  of  these  groups. 

5.  How  the  staff  bridges  linguistic  and  cultural 
differences  of  the  various  cultural  groups. 

6.  How  services  to  these  language  and  cultural 
groups  are  evaluated. 

The  specific  questions  in  this  section  of  the 
PCER  identify  the  above  elements.  They  will 
help  the  reviewer  to  determine  whether  a 
health  center  has  systems  in  place  to  support 
cultural  competence. 


References 

Legislation 

Section  329  -  42  U.S.C.  254b  (f)  (3)  (J) 

Section  330  -  42  U.S.C.  254c  (e)  (3)  (J) 

"...in  the  case  of  a  center  which  serves  a  pop- 
ulation including  a  substantial  proportion  of 
individuals  of  limited  English-speaking  ability, 
the  center  has  (i)  developed  a  plan  and  made 
arrangements  responsive  to  the  needs  of  such 
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population  for  providing  services  to  the  extent 
practicable  in  the  language  and  cultural  con- 
text most  appropriate  to  such  individuals  and 
(ii)  identified  an  individual  on  its  staff  who  is 
fluent  in  both  that  language  and  English  and 
whose  responsibilities  shall  include  providing 
guidance  to  such  individuals  and  to  appropri- 
ate staff  members  with  respect  to  cultural 
sensitivities  and  bridging  linguistic  and  cultur- 
al differences." 


Regulations 

Migrant  health  centers  -  42  CFR  Section 
56.303  (1)  (page  254) 

Community  health  centers  -  42  CFR  Section 
51C.303  (1)  (page  195) 

"In  the  case  of  a  center  which  serves  a  popu- 
lation including  a  substantial  proportion  of 
individuals  of  limited  English-speaking  ability, 
have  developed  a  plan  and  made  arrangements 


responsive  to  the  needs  of  such  populations 
for  providing  services  to  the  extent  practicable 
in  the  language  and  cultural  context  most 
appropriate  to  such  individuals,  and  have  iden- 
tified an  individual  on  its  staff  who  is  fluent  in 
both  that  language  and  in  English  and  whose 
responsibilities  include  providing  guidance  to 
such  individuals  and  to  appropriate  staff  mem- 
bers with  respect  to  cultural  sensitivities  and 
bridging  linguistic  and  cultural  differences.  If 
more  than  one  non-English  language  is  spoken 
by  such  group  or  groups,  and  individual  or 
individuals  fluent  in  those  languages  and 
English  must  be  so  identified." 


Program  Expectations 

Care  should  be  provided  in  a  culturally  sensi- 
tive manner.  (Page  20) 


Administration 

Languages  other  than  English  spoken  at  clinic  (use  a  separate  sheet  for  each  site): 


Language 


Est.  %  of  users 
who  speak  language 
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Ethnic/racial  breakdown: 

Race/Ethnicity  %  of  total  patients  %  of  community 


1.  Is  there  a  written  plan  that  outlines  the  policies  and  procedures  used  to  deal  with  health  cen- 
ter patients  who  are  limited  English-speaking? 

|  Yes  Ml  No  \~]\  Not  evaluated 

Source/Notes: 

2.  Is  cultural  competency  training  provided  for  staff? 

|  Yes  |     ||  No  r~||  Not  evaluated 

Source/Notes: 

3.  Is  cultural  competence  part  of  the  recruiting  and  hiring  requirements? 

I  Yes  !     |  No  |~||  Not  evaluated 

Source/Notes: 

4.  Is  cultural  competence  part  of  the  annual  staff  evaluation  criteria? 

I  Yes  ^J  No  |  ^  Not  evaluated 

Source/Notes: 
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Clinical 

1.  Has  the  center  arranged  for  providing  services  in  the  language(s)  of  limited  English-speaking 
clients? 

I  Yes  I  No  I  Not  evaluated 

Source/Notes: 

2.  Is  cultural  and  linguistic  competence  a  part  of  the  QA  plan? 

I  Yes  I  No  |  Not  evaluated 

Source/Notes: 

3.  Do  medical  records  state  the  patient's  language  preference? 

I  Yes  I  No  I  Not  evaluated 

Source/Notes: 

4.  Are  clinic  signs  in  appropriate  language(s)? 

I  Yes  I  No  I  Not  evaluated 

Source/Notes: 

5.  Is  there  a  protocol  to  handle  patient  complaints  in  languages  other  than  English? 

I  Yes  I  No  I  Not  evaluated 

Source/Notes: 

6.  Are  providers  trained  to  communicate  through  interpreters? 

I  Yes  I  No  1  Not  evaluated 

Source/Notes: 
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7.  Is  special  training  required  for  medical  interpreters? 
II  Yes  |     [I  No  J   jl  Not  evaluated 

Source/Notes: 


8.  Is  special  training  provided  for  medical  interpreters? 

M  Yes  [  "]|  No  |    ]|  Not  evaluated 

Source/Notes: 


9.  Are  interpreters  supervised  by  persons  who  understand  the  languages  being  interpreted?  If 
not,  how  is  the  quality  of  the  interpretation  evaluated? 


I  Yes  I  No  |     ||  Not  evaluated 

Source/Notes: 


10. Is  special  training  required  for  persons  conducting  health  education  in  languages  other  than 
English? 


|  Yes  |    ]|  No  |  J|  Not  evaluated 

Source/Notes: 


11.  Is  ongoing  training  provided  for  interpreters  and  persons  who  conduct  education  in  lan- 
guages other  than  English? 


I  Yes  i     |  No  | j|  Not  evaluated 

Source/Notes: 


12.  Are  the  forms  that  patients  are  asked  to  sign  in  appropriate  languages? 

I  Yes  |     ;|  No  |     ||  Not  evaluated 

Source/Notes: 
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13.  Are  the  persons  making  appointments  able  to  communicate  with  limited  English-speaking 
patients? 

I  Yes  I  No  I  Not  evaluated 

Source/Notes: 


14.  Is  the  person  answering  the  phone  able  to  communicate  with  limited  English-speaking 
patients? 


|  Yes  I  No  I  Not  evaluated 

Source/Notes: 


15.  Is  the  person  at  the  cashier's  window  able  to  communicate  with  limited  English-speaking 
patients? 


I  Yes  I  No  I  Not  evaluated 

Source/Notes: 


16.  Are  pharmacy  instructions  given  in  the  patient's  language  (both  written  and  oral)? 
|  Yes  |  No  |  Not  evaluated 

Source/Notes: 


17.  Is  the  after-hours  answering  service  able  to  communicate  with  limited  English-speaking 
patients? 


I  Yes  I  No  I  Not  evaluated 

Source/Notes: 
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18-Is  the  after-hours  provider  able  to  communicate  with  limited  English-speaking  patients? 

I  Yes  |     |  No  |   ~||  Not  evaluated 

Source/Notes: 


19.Are  special  interpretation  arrangements  made  for  limited  English-speaking  patients  who  are 
referred  to  hospitals  and  specialty  services? 


|~1  Yes  Q  No 


|     |j  Not  evaluated 


Source/Notes: 
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Attachment  D 


Mission 

The  Office  of  Mental  Health  is  the  New  York  State  government  agency  which  creates 
opportunities  for  children  and  adults  who  have  psychiatric  disabilities  to  safely  and 
effectively  work  toward  recovery.   These  opportunities  shall: 

J  reflect  the  expectation  that  each  person  can  recover  from  mental  illness; 

Q  be  provided  in  a  changing  health  care  environment  characterized  by  comprehen- 
sive formal  service  networks  organized  at  the  local  level; 

□  provide  for  full,  open  and  meaningful  participation  of  people  who  use  services  in 
all  aspects  of  service  provision,  planning  and  policy  making;  and 

□  encourage  a  holistic  approach  to  individuals  and  families  through  a  balanced  array 
of  medical,  therapeutic,  self-help,  social,  supportive  and  rehabilitative  services.    This 
approach  shall  include: 

Q  individualized  services  which  respect  dignity,  cultural  differences  and  autono- 
my of  the  people  using  services  in  a  manner  which  minimizes  coercion  and 
maximizes  choice; 

□  flexible  services  which  are  responsive  to  measurable  outcomes  and  user  satis- 
faction; and 

□  quality  services,  based  on  the  highest  standards  of  research,  provided  in  a  cost 
efficient  and  effective  manner. 


Vision 


The  New  York  State  Office  of  Mental  Health  will  foster  the  development  of  an  integrated 
system  of  effective  mental  health  and  related  services  to  promote  the  mental  health  of 
citizens  of  New  York  State  while  emphasizing  the  recovery  of  those  with  significant  psy- 
chiatric disabilities. 
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Stakeholders    Key  Result  Areas       Key  Result  Measures 


Advisory 
Groups 

Advocates 

Economic 
Beneficiaries 

Employees 

Families 

Government: 

Federal, 

State  and 

Local 

Providers 

Recipients 

Control/ 
Oversight 
Agencies 

Taxpayers 

Unions 


Stakeholder 
Satisfaction 

Stakeholders  believe  that  there 
is  available  a  flexible  array  of 
services  and  related  supports 
provided  in  a  safe,  cost-effec- 
tive manner. 


Safety 

Services  are  provided  in  a 
manner  designed  to  ensure 
the  safety  of  the  individual 
receiving  the  services,  other 
recipients,  employees,  family 
members  and  the  general 
public. 


Fiscal  Responsibility 

Resource  generation  and  uti- 
lization is  characterized  by 
providing  quality  services  in 
the  most  cost-efficient  and 
effective  manner. 


Stakeholder  satisfaction 
is  measured  by: 

Q  Access  to  services 

□  Choice 

□  Privacy  rights 


Quality  Services 

Effective  and  flexible  individu- 
alized services  are  available 
to  promote  the  mental  health 
of  New  York  State  citizens 
while  emphasizing  the  rehabil- 
itation and  recovery  of 
persons  with  significant  psyc- 
hiatric disabilities. 


Performance  of  the  mental  health 

services  system  is  measured  by: 

0  Holistic  approach  to  health,  mental  health  and 

related  services; 

□  Recipient-defined  measures  of  quality  and 

maximization  of  choice; 

□  Compliance  with  cultural  competency  standards; 

□  Compliance  with  quality  standards  in  performance 

contracts; 

□  Meeting  the  standards  and  mandates  of  oversight 

agencies; 

0  Use  of  research  results  to  improve  the  quality  of 

services  and  develop  better  prevention  strategies; 

0  Outcomes  indicating  that  services  improve  the 

recipients'  quality  of  life;  and 

0  Provision  of  appropriate  services  in  the  least 

restrictive  and  least  intrusive  manner 

Safe  environments  in  OMH-licensed 
services  are  measured  by: 

□  Numbers  of  .serious  incidents 

Q  Compliance  with  safety  standards  in  performance 

contracts  and  network  subcontracts 
G  Recipients'/employees'  perceptions  of  safety 
G  Number  of  persons  who  are  missing  from  inpatient 

facilities  considered  dangerous  to  others 
G  Number  of  endangered  persons  missing  from 

inpatient  facilities  who  are  considered  dangerous 

to  self  or  unable  to  care  for  self 
G  Achievement  of  appropriate  physical  plant  standards 


Fiscal  performance 
measured  against: 

Q  Spending  Plan 

Q  Revenue  Targets 

Q  Standard  Unit  and  Per  Capita  Cost 

Q  Managed  Care  Network  Contracts 

Q  Annual  Management  Plan 

Productive  Workforce 

Qualified,  diverse  workers  are 
trained  and  empowered  to 
provide  and  administer  mental 
health  services-. 


Workforce  effectiveness 

measured  by: 

Q  Role  qualifications  defined  by  professional 

credentials  or  required  training 

Q  Diversity  reflected  by  a  multi-disciplinary  and 

multi-cultural  workforce 
Q  Results  from  satisfaction  surveys  of  recipients, 

families,  and  employees 

Q  Indicators  including,  but  not  limited  to,  recipient 

outcomes 

wfrnmrn/zMf^my, 
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Strategies/Major  Improvement  Opportunities 


Implement  strategies  identified  in  the  following  key  areas: 

□  Quality  services 
Q  Safety 

Q  Fiscal  responsibility 

□  Productive  workforce 


Quality  Services 

Q  Use  research  outcomes  and  implement  results  of  service  recipient  and  family  satisfaction  surveys. 

Q  Measure  the  performance  of  networks  and  providers  against:  defined  outcomes,  performance  profile  over  time,  improvement 

in  the  system,  standards  and  mandates  of  oversight  agencies,  and  approved  practice  guidelines. 
Q  Include  recipients  and  families  in  development  of  policies,  programs  and  services. 
Q  Develop  and  implement  cultural  competency  standards. 
Q  Develop  and  implement  timely  interventions  to  assure  persons  will  receive  the  most  appropriate  and  least  restrictive  services. 


Safety 

Community-based  programs:    (State-operated  and  voluntary) 

Q  Convene  focus  groups  statewide  to  identify  recipient  and  staff  safety  concerns.   Outcomes  will  be  used  to  develop 

other  safety  strategies. 
Q  Develop  and  implement  safety  standards  and  risk  assessment  and  safety  perception  tools. 
Q  Meet  adequate  and  appropriate  staffing  guidelines. 
Q  Develop  appropriate  relationship  with  law  enforcement  agencies. 

OMH  inpatient  facilities: 

Q  Convene  focus  groups  statewide  to  identify  recipient  and  staff  safety  concerns. 

Q  Develop  and  adopt  training  standards  for  facility  management  and  staff  to  improve  staff  and  patient  interaction  on  wards 

to  promote  a  safe  environment. 
0  Complete  hospital  security  plans  for  each  facility  by  September  1996. 


Fiscal  Responsibility 

Q  Develop  and  utilize  key  indicator  reports. 

Q  Develop  and  utilize  appropriate  NPS  standard. 

Q  Develop  and  utilize  appropriate  staffing  standards. 

Q  Track  implementation  of  performance  management  plan. 

Q  Increase  working  partnership  with  control  agencies  and  sister  agencies  to  further  empower  OMH  to  manage  resources. 

Q  Develop  responsive  administrative  systems  to  allow  local  governmental  units  and  operations  to  manage  resources. 

Q  Monitor  and  evaluate  performance  against  management  care  network  contracts. 

Q  Explore  strategies  to  allow  providers  in  the  public  mental  health  system  to  adapt  to  managed  care  environment. 

Q  Maintain  federal  revenue  to  OMH. 


Productive  Workforce 

Q  Develop  and  implement  minimum  workforce  standards  for  networks  and  providers. 

□  Develop  satisfaction  surveys  for  recipients,  families  and  employees  and  use  data  to  improve  work  environment. 

Q  Ensure  employees  are  trained  to  meet  recipient  needs  directly  and  are  empowered  to  make  decisions  in  their  work  area. 
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Cultural  and  linguistic  competence  glossary 


Access.  The  degree  to  which  ser- 
vices are  quickly  and  readily 
obtainable — determined  by  the 
extent  to  which  needed  services 
are  available,  the  information 
provided  about  these  services, 
the  responsiveness  of  the  system 
to  individual,  cultural  and  linguis- 
tic needs  and  the  convenience 
and  timeliness  with  which  ser- 
vices are  obtained. 

Cross-cultural.  Transversing  or 
moving  across,  between  and 
among  cultural  groups;  moving 
beyond  and  through  ones  own 
culture  to  engage  and  experience 
other  cultures. 

Culturally  appropriate.  Culturally 
Appropriate  means  the  capacity 
of  individuals  or  organizations  to 
effectively  identify  the  health 
practices  and  behaviors  of  target 
populations  to  design  programs, 
interventions  and  services  which 
effectively  address  cultural  and 
language  barriers  to  the  delivery 
of  appropriate  and  necessary 
health  care  services;  and  to  eval- 
uate and  contribute  to  the  ongo- 
ing improvement  of  these  efforts. 

Cultural  assessment.  Evaluation 
of  language,  customs,  styles, 
values,  beliefs,  practices,  groups, 
functions,  processes,  structure, 
procedures  and  judgments  of 
group,  organization  or  system  to 
ensure  that  no  systemic  barriers 
to  appropriate  service  delivery 
exist. 


Cultural  change.  Individual, 
group,  organizational  or  systemic 
movement  from  a  monocultural  to 
a  multicultural  system  through 
innovation,  discovery  and  expo- 
sure to  the  lifeways  and  cultures 
of  those  utilizing  programs  and 
services,  or  of  those  in  a  specific 
catchment  area. 

Cultural  diversity.  A  constellation 
of  people  consisting  of  distinctive 
ethnic  groups,  colors  and  races, 
languages,  customs,  styles,  val- 
ues, beliefs,  gender,  ages,  educa- 
tion, knowledge,  skills,  abilities, 
functions,  practices,  religions  and 
geographic  areas. 

Cultural  and  linguistic  com- 
petence. Cultural  &  Linguistic 
Competence  is  a  set  of  congruent 
behaviors,  attitudes,  policies  and 
procedures  that  come  together  in 
a  system,  agency,  or  among  pro- 
fessionals which  enable  that  sys- 
tem, agency,  or  those  profession- 
als to  work  effectively  and  effi- 
ciently in  cross-cultural  and 
diverse  linguistical  situations  on 
a  continuous  basis. 

A  culturally  and  linguistically 
competent  system  of  care 
acknowledges  and  incorporates, 
at  all  levels,  the  importance  of 
culture  and  language,  the  cultural 
strengths  associated  with  people 
and  communities,  the  assessment 
of  cross-cultural  relations,  vigi- 
lance towards  the  dynamics 
inherent  in  cultural  and  linguistic 
differences;  the  expansion  of  cul- 
tural and  linguistic  knowledge, 


and  the  adaptation  of  services  to 
meet  culturally  and  linguistically 
unique  needs 

Cultural  relevance.  Services  that 
bear  "a  traceable,  significant,  log- 
ical connection,"  to  the  cultural- 
ly-based needs,  expectations, 
desires  and  existential  realities  of 
the  individuals  to  whom  the  ser- 
vices are  directed;  a  leadership 
and  workforce  that  is  able  and 
willing  to  obtain  the  necessary 
knowledge  about  their  clients' 
cultural  and  socioeconomic  back- 
ground that  will  enable  them  to 
plan  and  deliver  effective  thera- 
peutic programs. 

Cultural  sensitivity.  Recognition 
and  respect  for  customs  and  cul- 
tural norms  different  from  one's 
own. 

Culture.  Culture  includes,  but  is  not 
limited  to,  the  shared  values, 
norms,  traditions,  customs,  arts, 
history,  folklore,  religious  and 
spiritual  healing  practices  and 
institutions  of  a  racial,  ethnic, 
religious  or  social  group  of  people 
that  are  generally  transmitted  to 
succeeding  generations. 

Diagnosis.  The  act  of  identifying 
a  disease  from  signs  and  symp- 
toms. Investigation  or  analysis 
of  the  cause  or  nature  of  a 
condition. 
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Diversity.  The  constellation  and 
amalgamation  of  distinctive  eth- 
nic groups,  colors,  races,  lan- 
guages, customs,  styles,  values. 
beliefs,  genders,  education, 
knowledge,  skills,  abilities,  func- 
tions, practices  and  religions 
existing  in  a  group,  organization 
or  system. 

Ethnicity.  Ethnicity  is  a  term  which 
has  been  used  loosely  as  a  mark- 
er or  statement  of  identity  with  a 
named  grouping  based  on  social 
(including  own  or  ancestral  histo- 
ry or  geographic  or  national  ori- 
gin), or  linguistic,  cultural,  or 
biological  characteristics,  or 
political  affiliation.  Ethnic  identi- 
fications may  overlap  and  an  indi- 
vidual may  identify"  him  or  her- 
self, or  be  identified  with  more 
than  one  named  group  with  dif- 
ferent boundaries  in  different 
social  contexts.  Ethnicity  refers 
to  membership  in  a  group  of  peo- 
ple who  share  a  unique  social  or 
cultural  heritage  that  is  passed 
on  from  generation  to  generation. 

Interpretation.  Interpretation  is 
explaining  the  meaning  of  one 
language,  especially  in  speech 
.  and  oral  communication,  into 
another  language.  In  health  ser- 
vices, interpretation  involves  con- 
veying both  the  literal  meaning 
and  connotations  of  spoken  and 
unspoken  communication  (e.g..    . 
body  language,  mannerisms)  to 
the  health  practitioner. 

Consecutive  Interpretation  con- 
sists in  interpreting  the  utterance 
after  it  is  spoken  in  the  source 
language.  When  interpreting  in 


this  mode,  the  interpreter  should 
make  every  attempt  to  allow  the 
speaker  to  finish  his/her  state- 
ment. The  interpreter  at  times 
may  need  to  pace  the  speaker  in 
order  to  ensure  accuracy  and 
completeness. 

Simultaneous  Interpretation 
requires  an  exact  rendition  of 
everything  being  said  at  the  same 
time  it  is  spoken  in  the  source 
language.  The  interpreter  does 
not  summarize,  simplify  or 
explain.  It  is  the  mode  of  inter- 
preting used  at  the  United 
Nations.  This  technique  is  most 
appropriate  in  the  mental  health 
setting  when  the  utterance  needs 
to  be  rendered  verbatim  to  avoid 
distortion  of  seemingly  aberrant 
statements. 

Summary  Interpretation  is  a 
condensation  of  the  spoken  mes- 
sage. However,  it  is  not  generally 
recommended  in  the  health  care 
setting  because  of  the  possible 
omissions  and  distortions  of 
essential  information. 
Nonetheless,  it  may  be  appropri- 
ate when  several  speakers  are 
talking  simultaneously  and  other 
modes  are  not  possible. 

Language.  Language  is  the  medium 
of  communication  shared 
between  a  set  of  people. 
Language  may  be  spoken  or  writ- 
ten and  may  also  include  ges- 
tures. Dialect  is  a  distinct  com- 
munication medium  which  can  be 
traced  historically  to  a  language, 


but  which  may  not  be  mutually 
intelligible  with  other  dialects 
related  to  the  same  language 
group  or  family.  A  native  lan- 
guage provides  a  psychic  bond  or 
uniqueness  that  signifies  mem- 
bership in  a  particular  ethnic 
group. 

Limited  English  speaking  (LES) 
or  limited  English  proficient 
(LEP)  persons.  Limited  English 
Speaking  (LES)  or  Limited 
English  Proficient  (LEP)  Persons 
are  individuals  who  have  difficul- 
ty understanding  what  an 
English-speaking  person  says  or 
who  has  trouble  being  understood 
by  an  English-speaking  person. 

Linguistics.  Linguistic  refers  to 
written  or  oral  language:  a  sys- 
tematic means  of  communicating 
ideas  or  feelings. 

Multicultural.  Consisting  of  cultur- 
al characteristics  representative 
of  one  or  more  ethnic  groups. 
Multicultural  individuals  may 
acquire  the  norms,  attitudes  and 
behavior  patterns  of  their  own 
and  one  or  more  other  ethnic 
groups. 

Primary  language.  Primary  lan- 
guage refers  to  the  language  an 
individual  is  most  proficient  in 
and  uses  most  frequently  to  com- 
municate with  others  inside  and 
outside  the  family  system.  To  pro- 
vide equal  access  to  individuals 
whose  primary  language  is  not 
English,  mental  health  service 
providers  shall  provide  mental 
health  services  through  bilingual 
staff.  When  that  is  not  possible,  a 
qualified  interpreter  shall  be  pro- 
vided at  no  cost  to  the  client. 


New  York  State  Cultural  and  Linguistic 
Competence  Standards 


Privilege.  A  right  or  immunity 
granted  as  a  peculiar  benefit, 
advantage,  or  favor. 

Qualified  interpreter.  A  qualified 
interpreter  is  a  person  who  not 
only  translates  orally,  but  also 
bridges  the  cultural  gaps  present 
in  cross-cultural  communication. 
Ideally,  an  interpreter  should  be 
someone  who  is  trained  in  cross- 
cultural  interpretation;  trained  in 
the  health  care  field;  proficient  in 
the  culture  of  the  client  and  that 
of  the  health  care  professionals; 
and  have  an  understanding  of  the 
significance  of  the  particular 
health  matter  being  discussed  as 
well  as  an  understanding  of  the 
importance  of  confidentiality. 


Race.  Race  is  biologically  defined  as 
a  semi-closed  population  which 
exhibits  certain  gene  frequencies 
which  may  distinguish  it  from 
other  populations.  Because  this  is 
a  biological  definition,  the  term 
race  when  used  in  this  way  may 
have  biomedical  implications 
important  to  the  provision  of 
health  services. 

Transcend.  Rising  above  and  going 
beyond  the  limitations  of  one's 
own  individual,  family,  group, 
organizational  or  national 
cultural  characteristics;  engag- 
ing, considering  and  entertaining 
the  value  of  other  cultural  char- 
acteristics. 


Translation.  Translation  is  putting 
words  of  one  language  into  anoth- 
er language,  particularly  in  writ- 
ten form.  In  health  services, 
translation  is  used  when  convert- 
ing written  information  from 
English-language  medical/psychi- 
atric forms,  information 
brochures  and  other  health-relat- 
ed materials  into  the 
patient/client's  language.  Many 
materials,  particularly  health 
education  materials,  should  not 
be  translated  without  first 
reviewing  them  for  cultural  and 
linguistic  appropriateness. 


